ABSTRACT Government has several essential roles in the implementation of an urban health agenda. Government acts as a direct agent in the financing and delivery of services, as a rule maker for the financing and provision of care by others, and as a forum for political debate. Discussions of access to care, control of health care costs, and the maintenance of quality all include a role for government. A period of apparent rejection of comprehensive governmental health care policy has nevertheless included numerous examples of the persistence of government's many roles.
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insurance for poor people--mostly women and children--through the linkage, or former linkage, to cash assistance. Mothers and children are, or were, eligible for the Medicaid program along with their eligibility for cash assistance. While two-thirds of the people on Medicaid's eligibility rolls are in this category, they account for less than one-third of Medicaid expenditures.
Medicaid also pays for one-half of the institutional long-term care expenditures in the country. In some states, such as New York, that amount would be between 80% and 90%.
A third element of the Medicaid program pays the cost-sharing requirements that enable.low-income beneficiaries to participate in the Medicare program. This program covers about 10% of Medicare beneficiaries.
Medicaid is also the principal health care funding source for persons experiencing a wide range of physical and mental disability conditions. This fourth Medicaid component has been the engine that has allowed a powerful societal change to occur during our generation as persons with disabling conditions have moved to residence and activity in community settings. Medicaid is a major source of funding to support this greater personal independence.
Medicaid, therefore, includes coverage for many individuals with costly health problems. Through Medicare and Medicaid, government is at the center of health care financing and simply cannot be ignored in any policy discussion.
Further, with respect to government as agent in the delivery of services, focus on just one example: the New York City Health and Hospitals Corporation (HHC). This observation is from the data that we, at United Hospital Fund, distribute on a quarterly basis in our Hospital Watch publication. The report in September 1997 showed a trend: the hospitals of the New York City HHC have experienced a decline of about 1.5% in share of hospital patient discharges in the New York City health care market over the last five years. Interestingly, when disaggregated by payer source, the numbers show a decline of about 5% in the share of Medicaid admissions and an increase of over 10% in the share of so-called self-pay (often nonpay) patients. While there is a modest decline in HHC's total share of the market and a somewhat greater decline in Medicaid patients, the public sector of the hospital system in New York is picking up a significantly greater share of the self-pay/nonpay category. 2 Data regarding ambulatory patients who are self-payers and their use of hospital clinics make the point in an even more dramatic way. Of those patients, 64% used HHC facilities in 1996.
Rather than a phenomenon of the voluntary sector abandoning patients, the increase appears related to an enormous surge in the number of uninsured in New York City. Over a five-year period, the uninsured population has jumped from 2.2 million to 3.1 million--an increase of almost 1 million people in the 1990s.
While the data as yet are inconclusive, I suspect that a great deal of the increase has to do with the surge of new residents arriving oll our shores and the unlikelihood that, as those new residents enter the work force, they find jobs, at least initially, with health insurance coverage. The magnitude of New York's uninsured problem has grown significantly. During a period of discussion about privatization of the HHC, there has also been an increase in our dependence on the public system for care of the uninsured, even while voluntary hospitals have continued to maintain significant levels of responsibility.
In these examples, government acts as both payer of care and direct deliverer of services and is clearly in the center of urban health care.
GOVERNMENT AS RULE MAKER
Much of the financing of our overall health care system is guided by the tax These issues--the role of government in paying for care, delivering care, deciding the rules for insurance coverage, and ensuring quality of care--are still unresolved. Those who harken back to 1993 and say that the rejection of the Clinton proposal ended the debate on government's role are not interpreting accurately the events in the last five years. There has been an enormous amount of policy movement--in different, sometimes opposite, directions--that persistently returns to debate about government's role in the access to and quality and costs of health care.
There are three major variables of concern: access to care, cost of care, and quality of care. In terms of general access to care, can the private sector solve this problem without government, and can government reduce its role as agent in providing care? I do not believe so. At the end of six years of unprecedented prosperity, there are more uninsured people than there were at the beginning of that period. If, in a free market, one could expect an employer-supported health care system to increase health insurance coverage, it would have been under these favorable economic conditions. It did not occur. In fact, the trend was in the opposite direction, and should recession or slowdown occur in the economy, we can anticipate only more-rapid growth in the numbers of uninsured.
Can we look forward to government receding, or withdrawing, in terms of direct provision of services? The evidence, at least in the large New York City urban market, is that reliance on governmentally sponsored services is increasing.
While we have been in a period of temporary slowdown in the growth rates of health care costs, many analysts anticipate growing health care cost increases in the years immediately ahead. There is an additional unresolved problem hidden in the demographics of the Medicare population: in future years, more people are likely to require more care for a more-extended period of time.
As part of the Balanced Budget Act, the Congress committed itself to many new payment systems to reduce post-acute-care costs. Commitment is a long way from implementation, however, and it remains to be seen how future challenges, especially in meeting the costs of long-term chronic illness, will be resolved.
The area of quality may be the most dynamic and the most interesting to watch. The participants in the quality discussion to date have been big business and government purchasers of care and big health care providers, all talking to each other. Full credit is deserved by those leaders in the business community who, working with larger managed-care organizations and the academic community, have forged methods for better measurement of quality outcomes within the health care system. However, these efforts have not begun to permeate all sectors of the population or all parts of the health care system. The attention being given this issue by the White House and Congress is evidence of the unsettled nature of the debate.
In the next five years, an interesting transnational dimension will emerge in the debate about quality. While discussions about access and cost will focus within the geographic limits of the United States, as within other national systems of care, the debate about the measurement and improvement of health care quality, largely driven by the concerns of multinational corporations with employees spread around the globe, will be the first of the health policy debates to adapt to trends of globalization. A number of medical professional organizations and accrediting bodies now regularly engage in transnational discussions. Governments increasingly will be drawn to the discussion of health care quality.
As we mark the turn of the century, we have every reason to assume that
